monitoring. A trained research associate recorded vitals, EtCO2, EtCO2 waveform, SpO2, the level of sedation by the OAAS scale, and rSo2 (CASMED Fore-sight ELITE; Branford, CT) at baseline and then at 1-minute intervals until the patient returned to the baseline level of alertness.
Study Objectives: Comparisons of community versus hospital presenting sepsis are surprisingly lacking. 1) Characterize baseline differences in emergency department (ED) versus inpatient (IP) presenting sepsis patients; 2) Compare ED versus IP presenting sepsis in 2 outcome domains: process outcomes and patient centered outcomes. 3) Estimate risk-differences for patient centered outcomes attributable to disparities in initial resuscitation.
Design: Retrospective consecutive sample cohort. Setting: 9 Tertiary and Community Hospitals in New York over 1.5 years.
Patients: All hospitalized patients with sepsis or septic shock, defined simultaneous 1) Infection AND 2) !2 SIRS criteria AND 3) !1 acute organ dysfunction criterion; with post-hoc confirmation.
Exposure: ED versus IP presenting sepsis. ED sepsis defined as meeting all objective sepsis inclusion criteria while physically in the emergency department. IP sepsis defined as admitted patients meeting criteria after physically leaving the ED.
Outcomes & Analysis: We assessed differences in baseline characteristics for IP versus ED sepsis with a generalized linear model using random effects to account for inter-hospital variability. We then generated a propensity-score for patient "location" when they presented with sepsis, and created a matched (PSM) cohort. We used doubly robust estimation in the PSM cohort to compare outcomes controlling for baseline differences. Process outcomes included 3h-bundle compliance and time to antibiotics. The primary patient outcome was hospital mortality. We calculated attributable risk to determine the proportion of patient outcome differences that were explained by resuscitation differences in groups.
Results: Of 11,182 sepsis hospitalizations, we classified 2,509 (22.4%) as IP and 8,673 (77.6%) as ED. Compared to ED sepsis, IP sepsis patients more often had heart failure (OR: 1.31, 95% CI: 1.18-1.47), renal failure Conclusions: Sepsis patients in the ED differed dramatically from IP sepsis by demographics, infection source, chronic and acute illness at presentation, and presenting signs. ED patients receive markedly more timely initial resuscitation, and have substantially better outcomes, but this disparity explains only a modest proportion of mortality differences. If and how these 2 populations should be conflated by treatment recommendations is unclear. Study Objectives: Randomized controlled trials (RCTs) provide the most reliable evidence of the impact of medical intervention, however bias can invalidate the results of RCTs. This study aimed to identify the risk of bias of randomized controlled trials (RCTs) referenced in the 2015 American Heart Association (AHA) guidelines update for cardiopulmonary resuscitation (CPR) and emergency cardiovascular care (ECC).
Methods: All RCTs cited as references in the 2015 AHA guidelines update for CPR and ECC were extracted. After excluding non-human trials, crossover studies, cluster trials, etc, 2 reviewers assessed the risk of bias among RCTs included in this study. The Cochrane Collaboration's tool for assessing the risk of bias in 6 domains (random sequence generation, allocation concealment, blinding of participants and personnel, blinding of outcome assessment, incomplete outcome data, and selective reporting) was used.
Results: A total of 166 RCTs were selected for analyses. Of these, 72.9% (121/ 166) had a high risk of bias for blinding of participants and personnel. Although a small proportion of the trials was at high risk of bias in the remaining 5 domains, 33.7% (56/166) had an unclear risk of bias for random sequence generation, and 45.2% (75/166) had an unclear risk of bias for blinding of outcome assessment. Additionally, among 5 domains of risk of bias excluding random sequence generation, the proportion of trials at unclear or high risk of bias in journals with a relatively high IF (!5 and <10) and high IF (!10) was lower than that in journals with a low IF (<5)
Conclusions: The proportion of trials at unclear or high risk of bias was high in the 2015 AHA guidelines for CPR and ECC, especially for random sequence generation and blinding of participants/outcome assessment. This tendency was more prominent in journals with a low IF (<5). Risk of bias should be considered when interpreting and applying the CPR guidelines in the clinical setting. department (ED). Where there were previously clear-cut boundaries that separated peripheral and central access, ultrasound allows access to veins that were once too deep for direct visualization and too small for blind exploration. Traditional length catheters (3-5cm) are prone to dislodgement and failure when accessing deep vessels, however longer midline catheters (10-25cm) allow for deep peripheral vein cannulation with sufficient length to remain adequately seated and stabilized in deep vessels. Midline catheters are available in a variety of lengths and lumens, and can readily be placed under ultrasound guidance using a modified Seldinger technique into the cephalic, basilic, or brachial veins. Recent studies have demonstrated successful placement by residents in a surgical ICU setting, with potential cost saving associated with decreased central venous access. The purpose of our study was to evaluate the feasibility and safety of midline catheter placement in the emergency department, and the potential complications of placement.
Methods: This is a retrospective review of data prospectively collected from all patients with a midline catheter placed in the emergency department at Stony Brook University Hospital. SBUH is a 603-bed tertiary care referral center with an annual ED volume that exceeds 100,000 patients (adult and pediatric). Two separate midline kits were available for use: the single lumen 10cm 20 gauge Bard PowerGlide Catheter, and the dual lumen 5 french 20cm trimmable MedComp Midline Catheter. Each midline placed was associated with a separate procedure note and the following data points were recorded: indication, technique, location, catheter type, and immediate complications. A review of medication administration record was queried for any vasoactive medications administered, and nursing documentation recorded days the catheter remained in place along with any long term complications including infection, development of DVT, extravasation, and port patency.
Results: Data were extracted from the first 200 midline catheters placed. Ninety-seven percent (194/200) were placed using ultrasound guidance and modified Seldinger technique, 3% were placed using a sterile over-wire-exchange of an existing peripheral catheter. Thirty-eight percent were single lumen and the remaining 62% were dual lumen. Ninety-eight percent were uncomplicated insertions. There were 2 failed procedures (inability to place), 1 hematoma development, and there was 1 recognized arterial cannulation which did not require intervention other than holding sustained manual pressure. The average duration of midline in place was 6.7 days, with a minimum of 1 day and a maximum of 48 days. Long term complications included inability to aspirate (10%), leakage from insertion site (5%), edema (1.5%), erythema without subsequent infection (1%), infiltration (1%). Vasopressors were used in 28% of midlines.
Conclusions: Midlines can be safely placed in the ED by emergency physicians with few complications. Study Objectives: The Emergency Critical Care Center (EC3) is an ED-based ICU (ED-ICU) that opened at Michigan Medicine in 2015 to improve timely access to critical care for patients in the ED. ED patients requiring intensive care are initially evaluated and managed in the main ED prior to transfer to a separate group of EC3 providers. The timing of patient transfers to EC3 may have an impact on patient outcomes and optimal provider staffing models, but has not been previously studied. In our main adult ED, physician sign out occurs at 0700, 1500, and 2300, whereas EC3 physician sign out occurs at 0800 and 2000. ED sign out has previously been described as among the most dangerous times in a patient's hospital stay, and problems with communication during transitions of care are a common source of medical errors.
Methods: An electronic medical record search identified all patients managed in EC3 in 2016 and 2017. De-identified patient data, including ED arrival time, EC3 consult order time, time changed to EC3 status, and reason for consult were queried and analyzed. Patients were divided into 24 cohorts based on the hour of day of ED arrival time.
Results: A total of 160,198 ED visits were queried, 5,308 (3.3%) EC3 status patients were included for analysis. EC3 consult reasons included severe sepsis/ septic shock (15%), altered mental status/overdose (10%), metabolic, including DKA/electrolytes (9%), GI bleed (7%), respiratory distress/respiratory failure (5%), and other (41%). The number of ED arrivals per hour was 6,675AE3,042 (meanAESD). The maximum occurred between 1131-1230 (10,353) , and gradually declined to a minimum between 0431-0530 (2,234). The number of EC3 consults placed per hour was 221AE85, with relative maximums occurring near ED sign out times: 2231-2330 (372) and 1431-1530 (365 Conclusions: EC3 utilization was highest near ED sign out times, and utilization was dissimilar to overall ED arrival patterns. This finding may aid other institutions implementing ED-ICU's for operational planning, staffing models, and timing of sign outs. Investigating methods to smooth and load level transitions of care from the ED to an ED-ICU may provide insight into more effective resource utilization, staffing models, and patient throughput. Patients arriving immediately prior to ED sign out received earlier consults to EC3, suggesting these patients may have been preferentially transferred to the ED-ICU rather than signed out to the next team of main ED providers. Future studies could investigate whether an ED-ICU model improves critically ill patients' outcomes by minimizing ED provider handoffs.
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